Critically ill patients often experience upper gastrointestinal (GI) bleeding. Most patients in the intensive care unit (ICU) are in a poor state of health, and therefore difficult to transfer to the endoscopy room. In such situations, a bedside endoscopy is a useful approach for bleeding control. Here, we report a case of postoperative surgical wound evisceration after a bedside upper GI endoscopy without additional sedation in a critically ill patient.
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A 79-year-old man with common bile duct cancer was admitted for surgery. He underwent segmental resection of the common bile duct and hepaticojejunostomy.
On the 3rd postoperative day, he developed sudden chest pain and desaturation.
Owing to a deterioration in his consciousness, he was immediately intubated. The electrocardiogram showed elevation of the ST segment, and coronary angiography was performed for a definitive diagnosis of ST-elevated acute myocardial infarction.
The patient was admitted to the ICU after coronary angiography. Percutaneous coronary intervention was not performed, and only medication therapy was sug- On the 16th day after ICU admission, he developed bleeding from a stressinduced gastric ulcer. The patient was still intubated and sedated using fentanyl infusion (1.0 mcg/kg/hr). The estimated Richmond Agitation-Sedation Scale (RASS) was 0. An emergency bedside esophagogastroduodenoscopy was performed by a GI endoscopist with no administration of additional sedatives or relaxants prior to the procedure under a concern of low blood pressure. While the endoscopist was trying to locate the focus of bleeding, the patient showed poor tolerance, and severe agitation estimated as a +2 score using RASS scoring system. Unexpectedly, small intestine was seen to burst out from his abdominal cavity through the surgical incision site (Figure 1) . The endoscopist ended the procedure, and the patient was moved to operating room for abdominal wall closure.
The incidence of significant pain is 50% or higher in both medical and surgical ICU [1, 2] . Most patients in the ICU cannot report their pain due to low levels of consciousness or mechanical ventilation. Uncontrolled pain can manifest as agitation or delirium. The American
Association of Critical Care Medicine and Society of
Critical Care Medicine has released guidelines for management of pain, agitation and delirium (PAD) in adult patients in the ICU [3] . Recently, a large prospective cohort study reported that implementation of PAD guidelines is associated with improvements in both in-hospital survival and incidence of delirium in ICU patients [4] . Nevertheless, with respect to sedation required for bedside procedures, evidence-based recommendations have not yet been established. According to the guidelines for sedation in GI endoscopy [5, 6] , the target sedation level for routine examination is conscious sedation, where a patient retains the ability to purposefully respond to a verbal or tactile stimuli while cardiorespiratory function and airway protective reflex are maintained. However, in therapeutic endoscopy, even general anesthesia or deeper sedation by an anesthesiologist is an option where a stable level of sedation of long duration is required. In our case, the patient could not be administered additional analgesics or sedatives because of hemodynamic instability, and the endoscopist could not adequately examine the operative field to locate the site of bleeding owing to the patient's agitation. To optimize the operative field, the endoscopist provided higher air insufflation, and consequently abdominal distension from excessive intraabdominal pressure led to complete evisceration of incision site, as previously reported [7] .
To the best of our knowledge, this is the first case which described a postoperative wound evisceration during a bedside upper GI endoscopy in ICU patients.
Even though the ICU is becoming a more common place for invasive or surgical procedures to eliminate risks of transporting critically ill patients [8] , performing bedside procedure remains as difficult as ever in those with poor prognosis. Additionally, it must be understood that the ICU environment cannot always guarantee optimal patients' preparation or instrumental support. Therefore, multidisciplinary ICU teams need to be involved to provide proper levels of analgesia and sedation when bedside procedures are planned. Devising efficient and selfreliant protocols would be a key to effective strategies for achieving a safe and successful bedside procedure. 
